Four patients are presented with small bowel infarction secondary to a vascular arteritis. In three patients there was a history of rheumatoid arthritis. In each patient infarcted bowel was resected and a primary anastomosis performed. In one patient the anastomosis broke down and she subsequently died. One patient died from a disseminated rectal tumour three years later. The remaining patients remain well. If operated on early, intestinal infarction due to arteritis has a good prognosis.
tion. The white cell count was raised in all four patients. The decision to operate was taken on clinical grounds alone; arteriography was not performed on any patient.
At operation there was clear evidence of ischaemic damage which was localised in all except the patient in case 1, who had many short gangrenous areas of small bowel extending from proximal jejunum to mid-ileum. In all cases the large bowel was normal. The superior mesenteric artery and its principal branches appeared normal. The necrotic segment of bowel was resected in each case and a primary anastomosis performed.
The histology in the four cases indicated that there was full thickness ischaemic necrosis of the bowel. There was an acute arteritis both in the affected bowel itself and in the adjacent mesenteric vessels which were thrombosed. There were prominent vascular channels lined by plump endothelial cells. The surrounding stoma of the vascular channels was infiltrated by a cuff of acute inflammatory infiltrate with oedema (see Figure) . In addition, the patient in case 3 had fibrinous necrosis of the vessel walls and aneurysmal dilatation of the wall consistent with polyarteritis nodosa.
In the patient in case 1 a small bowel fistula developed which had not shown evidence of closing after six weeks' intravenous feeding. In view of the patient's age and severe rheumatoid disease, which prevented her changing the drainage bags, it was decided not to embark on longterm parenteral nutrition. Should a patient present with vasculitis it may be possible to prevent the development of mesenteric vasculitis by aggressive treatment with cyclophosphamide.
Discussion
Preoperative diagnosis of intestinal ischaemia is notoriously difficult. It has been found that a high white cell count is frequently found in this condition.90 Interestingly, the expected leucocytosis was present in these patients, three of whom were taking prednisolone.
In all cases the infarcted bowel was resected and a primary anastomosis performed. In the patient in case 1, however, this subsequently broke down and ultimately was responsible for her death. It may be important that in the three patients who did well there was an isolated ischaemic segment. The patient in case 1 had many separated areas of necrosis and about three quarters of her small bowel had to be resected which had both necrotic and viable segments. In the patient in case 
